###### Strengths and limitations of this study

-   This study provides an accurate overview of the current knowledge about avoidable incidents leading older adults, with and without cognitive impairment, to an ED presentation and hospitalisation, as well as preventive measures that may be implemented to avoid these incidents.

-   This study followed a rigorous method, guided by two experienced librarians, completed independently by at least two reviewers at each step and reviewed by experienced researchers and stakeholders in the field.

-   Some avoidable incidents were not discussed in this scoping review, as they were not differentiable from medical conditions (eg, urinary tract infection due to dehydration).

-   Considering the lack of sources focusing on ED presentation and avoidable incidents, sources discussing hospitalisations were included for some types of incidents (eg, burns) to better understand them.

Introduction {#s1}
============

As the worldwide population ages, an increasing number of older adults (65+) are consulting at emergency departments (ED). In Canada, this population is 1.5 times more likely to visit the ED than the younger population.[@R1] Furthermore, among these older adults, between 21% and 42% present with cognitive impairment, which exacerbates the risk of negative outcomes following an ED visit and reduces the probability of returning home.[@R2] Considering the high costs and negative consequences associated with this subpopulation's use of ED and hospital healthcare services,[@R1] it is crucial to prevent potentially avoidable incidents leading to ED visits and hospitalisations, especially in older adults with cognitive impairment.

Avoidable incidents, which may refer to unintentional injuries due to falls, motor vehicle traffic crashes, toxic substances, fire/hot objects or other external causes,[@R7] represent a large proportion (over 20%) of ED visits by older adults.[@R8] Those with cognitive impairment often present judgement errors and self-neglect behaviours, which may put them at a higher risk of various avoidable injuries (eg, burning themselves while cooking due to forgetting to turn off electrical appliances, poisoning after eating spoiled food in the refrigerator, falls caused by failure to use walking aids).[@R12] Many preventive measures (eg, fall prevention programmes and driving classes for seniors) have been developed and implemented to reduce avoidable incidents in community-dwelling adults.[@R14] However, these preventive measures may not be tailored to the specific needs of older adults with cognitive impairment, as most were not developed for this vulnerable population or may exclude it altogether.[@R14] As a result, little is known about best measures to implement to reduce avoidable incidents and related ED visits in this subpopulation. Increased knowledge about avoidable incidents leading older adults with cognitive impairment to ED presentations and the circumstances in which they occur compared with the senior population in general will help to identify appropriate preventive measures that could be implemented upstream.

This study aims at synthesising the current knowledge related to avoidable incidents leading to ED presentations by older people with cognitive impairment living in the community, as well as potential preventive measures aiming at reducing them. More specifically, we aimed to identify (1) the type, frequency and severity of avoidable incidents associated with presentations to the ED, by older adults with cognitive impairment, compared with the general senior population, (2) the circumstances in which they occurred and (3) if they could have been avoided by safe and healthy environments or behaviours.

Methodology {#s2}
===========

As an initial step to identify priorities for the development of a comprehensive preventive approach, a scoping review was completed using the six stages refined by Levac *et al* [@R17] according to Arksey and O'Malley methodology.[@R18] This project's protocol was published in 2016.[@R19]

This scoping review first aimed to answer the main research question: "What is the actual knowledge on avoidable incidents leading to ED presentation by older adults living in the community, particularly those with cognitive impairment, to implement preventive measures that are tailored to their needs?" Four specific questions were then identified:What are the main types of avoidable incidents associated with presentations to the ED by seniors with cognitive impairment compared with the general senior population (eg, fall-related injuries, food poisoning, heat stroke)?Are they more or less frequent and serious compared with older adults without cognitive impairment?Do they occur in specific circumstances (eg, during the day/night, in the summer/winter, indoor/outdoor, when driving/cooking)?Could they have been avoided by safe and healthy environments or behaviours?

For this review, incidents were defined as physical injuries to self or others, property loss or property damage. More precisely, avoidable incidents referred to traumatic injuries (eg, hip, wrist), poisoning (eg, inadvertent medication overdose, biological substances) and some other consequences of external causes (eg, frostbite, burn, heat stroke).[@R20]

Using a research strategy validated by two librarians (FL and KR), scientific and grey literature published in English and in French between 1996 and 2016 was explored through a variety of databases.[@R19] A total of 654 sources were found and exported to reference manager software (Zotero). Following the elimination of duplicates and non-English or French sources, 633 scientific sources remained (see [figure 1](#F1){ref-type="fig"}). An update of the literature published until April 2017 was also completed, increasing the number of sources to 656. Screening was then completed independently by two members of the research team (MGR and BH) and/or two collaborators (ACLC and SS) according to our inclusion criteria. More precisely, sources were included if the participants were: (1) 65 years old and over, with or without cognitive impairment as documented by screening tests or categorised by the authors of the sources (seniors who were reported 'independent' by authors were also categorised as older adults without cognitive impairment), (2) living in the community (house, private residence, senior housing or other structured environments) and (3) presenting to the ED because of an avoidable incident.[@R19] As incidents occurring in seniors with cognitive impairment were rarely discussed in literature, sources from other hospital settings (eg, hospitalisation) were also included when too few sources focused on ED visits. Furthermore, sources were considered if they focused on strategies and preventive measures to avoid these incidents. After screening by title and abstract, 153 sources remained. Finally, 67 sources were included for complete analysis.

![PRISMA flow chart of the scoping review. Summary of evidence search and selection. Selection process for studies to be included in the scoping review in compliance with PRISMA standards. CINAHL, Cumulative Index of Nursing and Allied Health; ED, emergency department; PRISMA, Preferred Reporting Items for Systematic reviews and Meta-Analyses.](bmjopen-2017-019908f01){#F1}

Data charting was performed independently by two members of the research team (MGR and BH) and/or two collaborators (SS and ACLC) using the data charting form developed according to the study's objectives.[@R19] To insure inter-rater agreement, four articles were analysed independently by the first author and each of the reviewers. Descriptive numerical summary analysis and content analysis[@R21] were also independently performed by two members of the research team (MGR and BH) as described in the protocol.[@R19] Results were reported using descriptive statistics and narrative synthesis, according to the main type of avoidable incidents emerging from literature. Finally, results were presented to stakeholders from the Regional Public Health Department in the province of Quebec (Canada) and researchers in gerontology and ED services.

Results {#s3}
=======

Overview of results {#s3a}
-------------------

### Study designs and definitions {#s3a1}

Out of the 67 sources included in this scoping review, 29 were descriptive studies (43%), 10 were literature reviews, 4 were empirical studies, 4 were statistical papers, 4 were expert opinions and 16 were documents from grey literature.

### Population {#s3a2}

Twenty-five sources (37%) included participants with documented cognitive impairment, six sources included older adults without cognitive impairment as assessed by screening tests or reported as 'independent in daily living activities' by authors, while 36 documents (54%) did not detail the cognitive status of older patients.

### Setting {#s3a3}

Twenty-four sources included data from the ED (36%), three sources only focused on the hospital care setting (eg, hospitalisations) (4%), and 40 sources focused on the community (60%).

### Types of incidents {#s3a4}

The most commonly mentioned incidents were falls, which were mentioned in 49 papers (73%). Traffic accidents were mentioned in 14 papers (21%), followed by harm due to self-neglect (13%), burns (12%) and harm due to wandering (3%) (see [figure 2](#F2){ref-type="fig"}). Preventive measures were discussed in 44 papers (66%).

![Number of studies mentioning avoidable incidents. Falls (the first bar at left) are the most commonly mentioned type of avoidable incidents (mentioned in 49 out of 67 total studies).](bmjopen-2017-019908f02){#F2}

### Country of publication {#s3a5}

Canadian and US studies dominated the review (n*=*44; 66%), with 23 and 21 sources, respectively. Six were from the UK, three from Australia and New-Zealand, two from France and two from Sweden.

### Year of publication {#s3a6}

One-third of the sources was published in 2013--2017 (n*=*22; 33%), one quarter was published in 2008--2012 (n*=*18; 27%) and another quarter was published between 2003 and 2007 (n=18; 27%). The remaining (n*=*9; 13%) were published before 2002. Included sources are displayed in (see online [supplementary files](#SP1){ref-type="supplementary-material"}).
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Avoidable incidents {#s3b}
-------------------

### Falls {#s3b1}

Not surprisingly, falls emerged as the main type of incident among older adults, whether associated with an ED presentation and use of medical services or not (30%--80%)[@R22] and as the main cause of injury (eg, fractures)[@R28] in this population.[@R27] Falls were also the main cause of hospitalisations (62%--80%) and ED visits (59%--85%) following an incident.[@R8] When comparing older adults, with and without cognitive impairment, the cognitively impaired were reported to fall more often (60%--80%) than the non-impaired (30%),[@R22] as well as being hospitalised more often due to falls (around 19%) than the general senior population (14% of total hospitalisations).[@R42] Nonetheless, the difference between older adults, with and without cognitive impairment, in terms of ED visits following a fall compared with the total number of visits, is non-significant (11.1% vs 10.4%, respectively).[@R39] Furthermore, seniors with cognitive impairment sustained more severe injuries and were three times more at risk of fractures than those without cognitive impairment.[@R23]

In terms of circumstances, no difference was documented between the two subpopulations. Falls mainly occurred at home or nearby (47%--74%).[@R25] The toilet was the most common site (29%), followed by the living room (18%) and the kitchen (14%).[@R33] Falls happened mostly during the day.[@R30] Ice and winter conditions were also associated with falls.[@R51]

Finally, many studies outlined the link between falls and the following factors: cognitive impairment,[@R24] wandering,[@R52] poor physical condition,[@R24] medical conditions,[@R24] polymedication and some types of medication,[@R24] living alone[@R32] and hazards in the environment.[@R24]

### Transport accidents {#s3b2}

Traffic accidents were the second cause of ED visits (14%--22.6%) and hospitalisations following an incident.[@R9] When comparing older adults, with and without cognitive impairment, those with cognitive impairment were significantly less hospitalised (3.5%) than those without (35% of total hospitalisations following an incident).[@R41]

In terms of circumstances, no difference pertaining to cognitive impairment was documented. Accidents mainly occurred during the day on weekends (Friday to Sunday) and between May and August.[@R30] Meanwhile, approximately 60% of hospitalised older adults with cognitive impairment were driving at the time of the accident.[@R41]

Several factors were linked to a higher risk of traffic accidents, including cognitive impairment,[@R26] reckless behaviour[@R61] and deteriorating physical condition.[@R26]

### Burns {#s3b3}

Burns emerged as the third cause of ED visits following an incident (2%--3%)[@R9] and the third cause of home injuries.[@R52] Burns in cognitively impaired seniors were reported to cause more morbidity and mortality (25%) than in the general senior population (13.8%).[@R52] Differences were also noted regarding major burn mechanisms. The main major burn mechanism among cognitively impaired seniors was scalding (44.4%), followed by flame burns (36.1%) and contact (18%),[@R62] while flames or flash were the most common in the general senior population (51%--81%), followed by scalding (11%--30%) and contact (5%--7%).[@R63]

In both subpopulations, most burns occurred at home.[@R62] Older adults with cognitive impairment mainly suffered burns while bathing (31%) and cooking (16%).[@R62] On the other hand, 27% to 40% of major burns and 68% of minor burns in older adults without cognitive impairment occurred in the kitchen.[@R63]

Many factors were associated with burns, such as physical condition,[@R63] cognitive impairment,[@R52] polymedication,[@R64] reckless behaviours[@R63] and living alone.[@R64]

### Harm due to self-neglect {#s3b4}

In older adults with cognitive impairment, harm due to self-neglect was reported as an avoidable incident, with an incidence of 11% to 21%, of which 70% needed urgent care.[@R13] Major harm due to self-neglect included: failure to eat/drink, failure to follow instructions (treatment, medication or technical aids), failure to report a medical condition and failure to maintain personal hygiene.[@R13] Furthermore, older adults with cognitive impairment were more at risk of non-compliance to medication than those without cognitive impairment.[@R52] Finally, harm due to self-neglect can be influenced by polymedication[@R59] and cognitive impairment.[@R67]

### Harm due to wandering {#s3b5}

Older adults with cognitive impairment were more at risk to get lost and suffer from consequent harm (eg, frostbite), regardless of their living arrangements, especially when left unattended. Around 13% were in an outing that they regularly took alone.[@R72]

Preventive measures {#s3c}
-------------------

Preventive measures identified through this scoping review are displayed in [table 1A](#T1){ref-type="table"} (individual interventions) and [table 1B](#T1){ref-type="table"} (environmental interventions). Most of them were applied to the general senior population, and not to the older adults with cognitive impairment. Identified prevention programmes could be implemented in the person's microenvironment (at home) or macroenvironment (community).

Measures to prevent falls were the most common theme. Home assessments and adaptations (n=16), as well as physical exercise, (eg, strength and balance exercises) (n=15) were the most frequently described interventions, followed by medication review (n=12), use of assistive devices (n=11) and improved nutrition (eg, food supplements) (n=10). The second major theme pertained to preventive measures for traffic accidents (n*=*6). Interventions included cognitive and physical screening in older adults by the physician, as well as environmental interventions, including government measures (eg, regulations and preventive campaigns). Interventions to prevent burns were also environmental, such as home assessment and modifications targeting high-risk populations (eg, using temperature controls to reduce risks of scalding). In terms of self-neglect, interventions focused on non-compliance (eg, walking aid, medication) and environmental interventions (surveillance and home visits targeting high-risk populations). Finally, preventive measures to reduce wandering mainly encompassed community involvement, (eg, neighbourhood and family) and special programmes and plans to prevent or rapidly intervene after the incident.

###### 

Individual-level interventions organised by types of incidents

                             Individual-level interventions                                                                                                                                                                                                                                                                                                               
  -------------------------- ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ ------------------------------------------------------------------------------------------------------------- --------------------------------------------------------------------------------
  Falls                      Medication review and modification[@R23]Balance and strength exercises[@R23]Better nutrition[@R25] and supplements[@R24]Better sleep[@R58]Management of chronic and acute conditions[@R23] including visual correction[@R24]   Education on risks and prevention measures[@R23]Education on dementia[@R42]Fear of falling assessment[@R49]   Mobility-aid devices[@R32]Antislip shoes and devices[@R24]Hip protectors[@R48]
  Traffic accidents          Recommendations to restrict or to stop driving[@R75]Regular medical examination[@R34]                                                                                                                                          Safety education programmes for seniors[@R26]                                                                 
  Burns                                                                                                                                                                                                                                                     High-risk behaviour assessment[@R63]                                                                          
  Harm due to self-neglect   Medication review and modification[@R69]                                                                                                                                                                                       Education of patient on treatment and non-adherence prevention measures[@R69]                                 Compliance aids (pill organisers, medication schemes)[@R69]
  Harm due to wandering                                                                                                                                                                                                                                                                                                                                                   Identification bracelet[@R75]

###### 

Environmental interventions organised by types of incidents

                             Environmental interventions                                                                                                                                                                                                                                                                          
  -------------------------- ---------------------------------------------------------------------------------------------------------------------------------------- ----------------------------------------------------------------------------------------------------------------------------------------------------------- --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  Falls                      Home assessment and adaptation[@R25]Better roads and sidewalk maintenance, especially in winter[@R50]                                    Education of caregivers and staff on risks and prevention measures[@R23] even entire communities[@R49]Education of caregivers and staff on dementia[@R42]   Improvement of building code and regulations[@R32]Smartphone apps to report changes in the environment or surface conditions[@R50]A public phone line to report falls and fall risks in the environment[@R32]Multidisciplinary teams[@R84] and multifactorial interventions (eg, Prevention of Falls in the Elderly Trial (PROFET)), Multifactorial Personalised Intervention (MPI))[@R84]
  Traffic accidents          Elderly-friendly environment/public amenities[@R26]Increased stop light and pedestrian crossing times, modified roadway markings[@R26]   Education of staff and caregivers regarding risks, monitoring and supervision[@R61]                                                                         Road safety campaigns[@R34]Stricter law enforcement related to jay-walking[@R26]Promoting alternatives to driving[@R34]
  Burns                      Comprehensive home safety evaluation and modifications[@R25]Home fire safety visits targeting vulnerable populations[@R64]               Education for caregivers on dementia and on burn safety measures, including adequate assistance and supervision[@R62]                                       Nursing home policies limiting smoking to under supervision and in determined locations[@R65]Smoking cessation programmes (social/emotional support, non-smoking related activities, pharmacological options)[@R65]
  Harm due to self-neglect                                                                                                                                            Frequent visits by staff or family members trained to identify problems associated with negligence[@R67]                                                    Case management for high-risk population[@R67]
  Harm due to wandering                                                                                                                                               Education of informal and formal caregivers[@R72]Strategies including neighbours, formal/informal caregivers and law enforcement[@R72]                      Special programmes (eg, Safe Return) that help rapidly locate and return lost individuals[@R72]Safety plans in formal care settings that prevent wandering[@R72]

Discussion {#s4}
==========

In this scoping review, we aimed to examine literature about avoidable incidents leading older adults with cognitive impairment to ED presentations to identify preventive measures that could be implemented to reduce such incidents. Furthermore, as incidents occurring in seniors with cognitive impairment were rarely discussed in literature, the search was extended to other hospital settings (eg, hospitalisation) when too few sources focused on ED visits. Five main types of incidents emerged from literature: falls, traffic accidents, burns, harm due to self-neglect and harm due to wandering. Of those, most were more frequent in cognitively impaired seniors, as they may present judgement errors and unsafe behaviours.[@R12] The only exceptions were hospitalisations related to traffic accidents and ED presentations related to falls, for which the difference of prevalence between the two subpopulations was not significant. Differences regarding hospitalisations following traffic accidents could be explained by a significantly lower number of cognitively impaired drivers compared with older drivers without such impairment, as the dementia diagnosis was strongly associated with driving cessation.[@R73] Nonetheless, when driving, cognitively impaired adults were at increased risk of experiencing an incident (whether or not associated with an ED presentation or hospitalisation) than those without such impairment[@R41] and may be less fit for driving.[@R76] On the other hand, the difference of ED presentations related to falls between both subpopulations was not significant. This could be explained by the fact that most studies in the ED were based on medical files analysis, which lacked a systematic review of cognitive status. As a result, the number of older adults with cognitive impairment or dementia may have been underestimated, therefore reducing the difference between both subpopulations in terms of ED presentations following a fall. Nevertheless, falls emerged as the main type of incident for both subpopulations. This result is congruent with its actual importance in the scientific literature (73% of the sources reported in this scoping review), as well as its predominance in deployed preventive measures. In fact, in Canada, more than 50 community-based programmes were developed and deployed with older adults in 2001 to prevent falls,[@R16] which seem far more numerous than programmes for other types of incidents.

One of the main objectives of this scoping review was to document the circumstances under which the incidents occurred. Unfortunately, this description remains limited and focused only on the three main types of incident (falls, traffic accidents and burns). Consequently, little is known about the activities carried out at the time of the incident. As this information could facilitate the development of preventive measures according to risk factors (eg, adapt preventive measures according to the circumstances of traffic accidents), future studies in the ED should further detail the circumstances of incidents in seniors. Moreover, one of the main limitations of our study was the difficulty to differentiate harm due to incidents from other medical causes (eg, infections, side effects to medication), as some medical conditions may be caused by avoidable incidents (eg, bad hygiene caused by self-neglect can lead to infections; non-compliance to medication can lead to a variety of sides effects).[@R13] For this scoping review, we decided to exclude all medical conditions with unknown or unclear causes. Consequently, the prevalence of avoidable incidents, such as harm due to self-neglect and wandering, may be underestimated in the cognitively impaired population. In conclusion, better identification of these incidents among cognitively impaired seniors in the ED and hospital setting, as well as the circumstances under which they occurred, may help understand the cause of injuries and reduce the risk of further ones, as preventive measures may be put in place accordingly.

In total, 43 preventive measures were identified through this scoping review. Preventive measures mainly focused on environmental modifications (eg, home and community physical environments, education to caregivers), modification of the person's habits (eg, nutrition, medication, use of technical aids), government measures (eg, safety programmes with firefighters and the authorities, building regulations) and the involvement of a multidisciplinary team at the ED (eg, pharmacist, occupational therapist, doctor). These interventions may represent a good starting point for Public Health Authorities around the world to implement safe and healthy environments. Not surprisingly, most interventions aimed to reduce falls among older adults (n*=*19), regardless of their cognitive level. Furthermore, only few preventive measures were tested and evaluated among the cognitively impaired population, and results were often poorer than those obtained with older adults without cognitive impairment.[@R22] In fact, no significant reduction was observed between the intervention group and the control group in terms of fall rates, ED presentations and hospitalisations[@R22] Potential preventive measures to reduce other types of incidents were also identified (eg, home environment evaluation and modifications such as using current technologies like temperature controls to reduce the risk of burns in the bath, the recommendation to cease driving, education and supervision by caregivers to reduce self-negligence)[@R25] in older adults with cognitive impairment, but few were specifically tested in this subpopulation. For most of the preventive measures, outcomes were also not described, which reduce their applicability in the clinical setting. As these incidents represented the first, second and third causes of ED presentation for this population, further studies should focus on the development and implementation of new preventive measures to reduce these incidents. This knowledge could then be used by stakeholders to make an informed decision to promote public health policies (eg, home and road safety programmes), healthcare services (eg, workshops focusing on the prevention of avoidable incidents) and future research (orienting primary research and systematic review) to improve the well-being of this population and reduce avoidable costs associated with ED presentations and hospitalisations.

This study highlighted the need for primary studies, in the specific context of ED and for subgroups of older adults with cognitive impairment. A systematic screening of the cognitive abilities and the circumstances around ED presentation through the use of a short screening tool, such as the Six-Item Screener,[@R79] or medical chart review, could help identify older adults with cognitive impairment. Implication of different actors in the screening process may also improve our understanding of avoidable incidents, circumstances of such incidents and case management. In Ontario (Canada), a pilot study was performed with paramedics to develop a screening tool to help identify the circumstances surrounding the incident leading to ED presentation, as well as associated risk factors in the person's environment.[@R81] Results were positive, and further studies are ongoing. Finally, coroner's files could be used to better understand the circumstances surrounding avoidable incidents leading to death, which are the more severe cases. In summary, further primary studies are required and should involve many actors (eg, occupational therapists, pharmacists) in the ED, considering the complexity and multifactorial nature of avoidable incidents.

Using a rigorous method, this scoping review provided the advantage of exploring a variety of sources from a multitude of databases (eg, statistics, national and provincial health organisations, scientific databases). Covalidation of sources inclusion, data charting and analyses were also completed to ensure valid interpretation of results. The study has, however, some limitations. As previously mentioned, sources and causes of ED presentation and hospitalisations that may be associated with avoidable incidents (eg, infections, medication side effects) were excluded from this scoping review. Prevalence of incidents for older adults, with and without cognitive impairment, may have been consequently underestimated. Considering the lack of knowledge concerning ED presentation and avoidable incidents, data and sources focusing on hospital medical services and mortality were included in this scoping review and may affect our conclusions. Inclusion of these sources allowed us to explore the severity of incidents, as well as more severe cases, an aspect that is rarely discussed in literature. Furthermore, distinction between older adults, with and without cognitive impairment, may vary between included sources, as cognitive abilities were not always assessed. Therefore, some sources may have categorised older adults with mild cognitive impairment or who are undiagnosed as older adults without cognitive impairment. In accordance with the selected design, the quality of the studies was also not assessed,[@R19] and some pertinent studies may not have been included in this scoping review. Consequently, our conclusion may have been affected by the biases of the included studies. Finally, the definition of ED presentation and the applicability of the study results may vary in different countries. This should be considered before using this knowledge in an identified healthcare system. Nonetheless, this study provides a better understanding of avoidable incidents leading older adults with cognitive impairment to ED presentation, demonstrates the need for primary research and is a good starting point to identify preventive measures to implement with this population.

Conclusion {#s5}
==========

This scoping review provided a detailed and comprehensive perspective of current knowledge regarding five types of avoidable incidents (falls, traffic accidents, burns, harm due to self-neglect, harm due to wandering) leading older adults, with and without cognitive impairment, to ED presentation and related hospitalisations and the preventive measures that may be implemented to reduce these incidents. According to this review, falls, traffic accidents and burns emerged as the three main types of avoidable incidents for both subpopulations. However, little is known about the circumstances in which the incidents occurred, and some (eg, frostbite, dehydration) were not specifically discussed in the literature. Considering the lack of knowledge, future primary research should focus on the screening and documentation of the circumstances and cognitive abilities of older adults presenting to the ED by involving many actors. Furthermore, although many potential preventive measures were identified, only few were tested with older cognitively impaired adults. Consequently, thought this scoping review aimed to reduce the rate of avoidable incidents leading to an ED presentation, too little information was available to identify the best measures to attain this objective. As a result, further studies are needed to test and implement preventive measures with this population and consequently to reduce further negative outcomes (ie, prevalence of ED presentations and hospitalisations related to avoidable incidents in cognitively impaired seniors, as well as their severity).
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